as the rest of the fingers.5 Additionally, the thumb may be triphalanged, absent, or simply longer than normal in association with a short forearm which displays limited supination and pronation. All these upper extremity features are combined with an ostium secundum atrial septal defect, thereby completing the salient anatomy of the condition. The patient under current investigation did not have anomalies of the thumb or an ostium secundum atrial septal defect. We propose that the association of Poland's syndrome with an atrial septal defect is not merely a chance phenomenon. It is likely that there is a wide spectrum of upper limb and torso developmental variations which are linked to defects in the atrial septum. This thesis is compatible with the mesenchymal disturbance which has been invoked to explain both Poland and Westland and Ann Arbor, Mich.
The utility of echocardiography in documenting the presence of valvular vegetations has been clearly demonstrated.' Likewise, echocardiographic criteria for diagnosing flail mitral2 and aor&+ leaflets have been defined. Although the incidence of tricuspid valve endocarditis has greatly increased in recent years? 5 the importance of the echocardiographic finding of a flail tricuspid valve leaflet in the setting of acute infective tricuspid endocarditis has not been previously emphasized. Of 45 heroin addicts with tricuspid valve endocarditis, two had M-mode echocardiograms demonstrating flail tricuspid leaflets. The clinical manifestations and eventual outcome in these patients differed markedly from the rest of the group. Patient 1. A 29-year-old woman was hospitalized with an acute illness characterized by fever, a murmur of (Fig. 1) . Following a prolonged but successful course of antibiotic therapy, cardiac catheterization confirmed the diagnosis of severe tricuspid insuthciency with a cardiac index of 2.6 L/min/m2. At operation, the anterior leaflet of the tricuspid valve had completely detached. A Hancock prosthesis was inserted and the patient's postoperative course was uneventful.
Patient 2. A 28-year-old man was hospitalized with fever, an extensive consolidated right lower lobe infiltrate, right pleural effusion, physical signs of severe tricuspid insufficiency, and blood cultures positive for Micrococcus sp. An M-mode echocardiogram showed a flail anterior tricuspid leaflet (Fig. 2) . Despite aggressive and appropriate antibiotic therapy and drainage of the pleural effusion, The first case of Aspergillus aortitis was reported by Hadorn in 1960.' During the next decade fungal infections complicating cardiovascular surgery occurred with increasing frequency.* Aortitis, especially in the absence of aortic valve surgery, remains an unusual manifestation of Aspergillus infection. Our patient is the third case in whom a large supravalvular mass, not involving the aortic valve, has been found in Aspergillus aortitis. This is the first reported case of an aortic root aspergilloma following aortocoronary bypass surgery.
A 60-year-old man with three-vessel coronary artery disease had bypass graft surgery in October, 1978. Standard operative technique with aortic cross clamping and administration of cardioplegic solution via aortic root injection was employed. Preoperatively, prophylactic penicillin, streptomycin, and nafcillin were administered. His postoperative course was unremarkable except for atrial fibrillation which resolved with pharmacotherapy. He was discharged 3 weeks after surgery without significant symptoms. Outpatient follow-up was noteworthy only for
